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{F 000} INITIAL COMMENTS {F 000}

 This visit was for the PSR (post survey revisit) to 

the Recertification and State Licensure Survey 

completed on June 13, 2012.

This visit was in conjunction with the PSR to the 

investigation of complaint number IN00109929 

completed on August 9, 2012.

Survey dates August 8, 9, 2012

Facility number:  010930

Provider number:  155773

AIM number: N/A

Survey team:

Amy Wininger, RN, TC

Vickie Ellis, RN

Barb Fowler, RN

Census bed type:

SNF:  27

Residential:  31

Total:  58

Census payor type:

Medicare:  14

Other:  44

Total:  58

Residential sample:  3

The Terrace at Solarbron was found to be in 

compliance with 42 CFR Part 483 Subpart B and 

410 IAC 16.2 in regard to the PSR to the 

Recertification and State Licensure Survey.

Quality review completed 8/10/12
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Cathy Emswiller RN
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